Introduction
The care of preterm and growth-retarded babies has improved in the past two decades, and this has been reflected in the better survival figures for very low-birth-weight babies. Neonatal units can now achieve survival of around 80% for the 1001-1500 g group and over 50% for the 751-1000 g group.-3 Nevertheless, if one excludes lethal congenital abnormalities over two-thirds variable is the route and mode of delivery. In this study we found that breech delivery was associated with an unacceptably high neonatal death rate.
Patients and methods
We identified from the admission book Babies born by caesarean section and breech delivery were more likely to have low Apgar scores than vertex deliveries (figure), the differences being highly statistically significant (p<0 001). A similar trend was found in the need for intubation, caesarean section and breech babies being intubated more often than vertex deliveries (figure). The two criteria showed that babies bom by caesarean section and breech delivery were in worse "condition" at birth than those born vaginally by vertex. The need for intubation correlated well with mortality in each mode of delivery (table II) . The death rates of intubated infants were significantly higher than the non-intubated in both the vertex (p<0001) and caesarean section (p<001) births. The rates were high in both groups of breech births, and the difference was not statistically significant (p < 0 5). 
Discussion
In 1974 Stewart and Reynolds" drew attention to the possibility that breech delivery increased the death rate of preterm infants, though their figures did not reach statistical significance; ours do. A Swedish study7 of 62 000 deliveries showed increased perinatal mortality in preterm breech deliveries over other modes. More recently other workers have shown that caesarean section benefits small babies both in short-term survival and long-term morbidity,8 this concurred with Fanaroff and Merkatz's9 opinion in an overview of obstetrical management of low-birth-weight babies. Ingemarsson and his coworkers'0 found morbidity was lower in preterm babies born by caesarean section compared with breech delivery in two different fixed five-year periods.
The "condition at birth" as assessed from the Apgar score at one minute, and the need for intubation was less satisfactory in babies born by breech and caesarean section delivery. The fact that babies delivered by caesarean section do well subsequently in contrast to breech deliveries probably reflects the temporary effects of anaesthesia and the absence of the stimulatory action of vaginal delivery. The death rate of intubated babies (table II) in each type of delivery was higher than their non-intubated counterparts. The higher death rates of both intubated and non-intubated breech deliveries suggests that both groups suffer damage that may not be obvious at delivery.
It is not difficult to see why preterm breech babies should encounter problems. They offer increasingly larger parts for passage through a cervix This, combined with cord entrapment and rapid distortion of the head, increases the likelihood of intracranial haemorrhage and occipital diastasis."' We accept the practical problems encountered in preterm labour, the difficulty in assessing fetal size and presentation, the chance that a severe antepartum haemorrhage has precipitated problems, the relative risks of operative procedure to the mother, and that the patient may have reached full ornearfull dilatationonadmission,thereby negating caesarean section. Nevertheless, our findings add strong support to the recommendations of others that, whenever possible, preterm infants of 26-34 weeks' gestation, presenting by breech, should have the benefit of a caesarean section. When this is not possible careful management of the second stage of labour is essential.
